only be maintained during operation by frequent cross clamping of the abdominal aorta. A second operation was required 18 h later for persistent intra-abdominal bleeding. The splenic flexure of the large bowel was found to be ischaemic and was resected, a colostomy and colonic mucous fistula fashioned and haemostatsis obtained. Histology of the tumour showed a phaeochromocytoma with large areas of necrosis and haemorrhage. Serum catecholamine and urine vanillylmandelic acid levels were normal postoperatively and the patient remained normotensive.
Comment
These two cases highlight an unusual surgical presentation of an adrenal phaeochromocytoma, and were both diagnosed preoperatively as leaking abdominal aortic aneurysm as the clinical features of these 2 conditions may be almost identical2. Of the 19 reported cases3-15 of spontaneous ruptured adrenal phaeochromocytoma, 17 (89%) presented with abdominal pain, 16 (84%) showed signs of acute blood loss, and 6 (32%) had an abdominal mass. The administration of anticoagulants34 and the alpha-adrenergic blocker phentolamine56 have been implicated as possible causes for the precipitation of haemorrhage in 4 cases.
Ten of the 15 patients who underwent laparotomy survived, whereas all 4 patients who were managed without operation died. Despite the small number of patients, the findings indicate that prompt and aggressive management, together with early surgical intervention offer these patients the best chance of survival. Fistula formation is a well recognized complication after radiation bowel damage'. The microvascular changes in radiation bowel damage involve an endarteritis2 that leads to occlusion of the small intramural vessels. The degree of occlusion determines the extent of radiation bowel damage ranging from ischaemia (causing ulceration, bleeding and necrosis) to infarction leading to perforation and fistula formation. It has been observed that macroscopically normal bowel may have these microscopic changes3 and this must be remembered when managing these patients surgically.
This case highlights the difficulty in treating a fistula between two extensively damaged pieces of bowel. Both hyperalimentation and exterioration ofthe bowel were used in the management of this patient.
Case report SE, a 41-year-old male Caucasian presented with a 6 week history of diarrhoea and a five day history of colicky abdominal pain and vomiting that became faeculent. He had lost 10kg in weight during the last 2 years prior to admission.
In May 1977 he had a metastatic malignant teratoma of the testis treated by orchidectomy and chemotherapy (Vinblastine and Bleomycin) followed by deep X-ray therapy (40 Gray in 26 days) to the para-aortic region with a boost of 10 Gray over 7 days.
In 1979 and again in 1981 the patient complained of colicky abdominal pain and diarrhoea that eventually settled. In 1984 weight loss and steator-rhoea lead to a diagnosis ofpancreatic insufficiency secondary to radiation damage.
.s >... Investigations showed a haemogloliin f'l.5 g/6dl dand a; white cell count of 7.5xlO9L Barium _Wl a,d-follow.
through showed a jejunocolic fistula, with a stricture in the. distal transverse colon (see Figure 1 ). CT scan ofthe abdomen revealed no evidence of recurrence bf the-t6ratoma and'a normal sized pancreas (see Figure 2 ).
After initial resuscitation which-included in-sertion of a Hickman catheter and initistion of total parenteral nutrition, the patient underwent anexploratory laparotomy.
At operation the whole of the bowelwas noted to be pale with patchy inflammation, typical of radiation bowel damage. The fistula was resected and the colonic ends ofthe fistula were exteriorized as a double-barrelled colostomy. A proximal defunctioningjejunostomy was fahioned at the site of the fistula as it entered the jejunum, using a Foley catheter.
Histology of the fistula'revealed no evidence of malignanc and microscopic changes were compatible with radiation bowel damage.
Postoperatively he made good recovery and, the jejunostomy gradually cled within 3 weeks. The colostomy began working withim one .ek. SE was discharged four weeks aftw his laparotomy and was continued on pancreatic supplements. He was well and putting on weight whep last seen in the surgical follow-up clinic (3 month follow-up).
Discussion
Radiation bowel damage has its greatest incidence in women who have received radiation for carcinoma ofthe cervix. One study showed the incidence to be 34%4 and a second ranged between 1 and 12%5.
The risk ofradiation bowel damage is incieased if'adjuvant 'chemotherapy is also used6 as in the case of our patient.
A highlindex of suspicion is essential as a basis for early diagnosis in patients with a past medical history of malignancy treated with radiotherapy7.
Complications from radiation bowel damage; the most severe of which include perforation and fistula formation, l occur,,Months to years after the irradiation. In one studf, the hghest incidence of complications was between 3 and 18,months.
In SE's,case there was a 9 year gap between irradiation and the diagnosis of a fistula. However, since there were many similarities between the clinical pictures of i986 and those oft1979, 1981 and 1984 (ie, diarrhoea and abdominal pain) the diagnosis of pancreatic insufficiency may have ma d the earlier diagnosi ofthe fistula and its subsequent surgical management.
Anotheriuportant point to highlight, was the difficulty in determiwing whether the presenting clinical picture, on this occasr.on, was due to recurrence of the teratoma or secondary to radiation boQwel damage.
Ra,diation bowel damage isa progressive disorder1 and patients who present with fistula and/or perforation rather than bleeding, often go on to develop further radiation bowel damage-related problems. It is because of the progression of the radiationbowel damage that we thought it was important not to close the defunctioning colostomy in this patient.
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